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of the remaining defect. Some surgeons are satisfied by simply 
ligating the pedicle, cutting off the growth, and then applying the 
thermocautery to the stump; but this procedure is not safe, because 
one can never tell whether the growth has commenced to undergo 
malignant transformation, and in its removal it is more prudent to 
assume the possibility of malignancy. 

Regarding the dangers of purulent infection of the prevesical 
cellular tissue, I believe with Kraske, that the use of the permanent 
catheter is not alone sufficient, and that unless the bladder is free 
from cystitis it is all-important to obtain free drainage. If, how¬ 
ever, the urine is apparently aseptic the bladder and the abdominal 
wouitd should be closed by a careful suturing, and the bladder 
drained by the use of the permanent catheter. 

To effect a perfect drainage of the wound, the use of iodoform 
gauze loosely packed in and changed daily is, to my mind, the 
proper way, and secondary union will follow quickly. The result¬ 
ing cicatrix is firm, and urinary infiltration is avoided. This manner 
of drainage is to be recommended in cases of purulent cystitis and, 
in fact, after all operations where bladder drainage is required for a 
short time following an operation. Combined with this, the use of 
a permanent catheter should be resorted to as long as the patient 
can comfortably bear it and its presence in the urethra gives rise 
to no untoward symptoms. 


SOME UNSETTLED AND IMPORTANT PROBLEMS IN THE 
TREATMENT OF ACUTE LOBAR PNEUMONIA. 1 

By Beverley Robinson, M.D., 

OF NEW YORK. 

To the practitioner of medicine there is no subject of greater 
interest than the treatment of pneumonia. This interest proceeds 
from the facts: 1. That pneumonia is met with frequently in all 
climates and seasons, everywhere, in hospitals, and in private prac¬ 
tice. 2. It is a very fatal disease, of rapid course, and of markedly 
infectious type at times. 3. It has been the subject of a great number 
of books, papers, discussions from the ablest and most experienced 
physicians in the past .and at the present time. 4. While there is a 
consensus of good medical judgment as to the efficient cause of 
pneumonia, as to many accidental and co-operating causes, as to 
certain indications of treatment, and as to usual causes of death 
due to it, there still remains much that is undetermined in its treat¬ 
ment, and about which many “good men and true” hold divers 
opinions. 

i Read before the American Climatological Association, June 4.1904. 
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In my remarks I wish to be understood as limiting the discussion 
as far as possible to acute lobar or croupous pneumonia, with a con¬ 
sideration solely of the usual dangers or complications occurring 
in its course. 

I would merely add, for additional clearness in the beginning, that 
certain cases of pseudolobar pneumonia are with difficulty differ¬ 
entiated from the true form, either by symptoms or by physical 
examination. It is true that the debut of the pseudo form, the tem¬ 
perature chart, the previous bronchitis, the absence of herpes 
and flushing of the face, the bacteriological findings of several 
kinds of micro-organisms, and not merely the pneumococcus of 
Fraenkel, and the isolated areas of consolidation preceding, it 
may be, and probably recognized before the lobar consolidation 
is formed, will permit, as a rule, an accurate differentiation to be 
made. And yet there are cases, as I believe, in which the most care¬ 
ful clinical observer may remain somewhat undetermined as to 
which form of disease he has to do with for one or more days. 
Indeed, the autopsy alone has in rare instances definitely solved 
reasonable doubts. 

In this discussion I do not propose to deal with statistics of my 
own or even of others which I might readily obtain. This has 
been done already many times, and in the aggregate in a vast 
number of cases. I regret to say that the resultant figures have not 
been very encouraging, nor have they shown great progress in treat¬ 
ment; nor have we seen, apparently, the virulency or the mortality 
of the disease decrease, if we carefully consider the records of a 
certain period of years in the same or different places. Besides, it 
must be admitted that statistics as made unfortunately do not tell, 
never will tell, perhaps, precisely what should be a true and proper 
estimate of prognosis in any given case of pneumonia. Personality, 
circumstances, antecedents, temperament, constitutional peculiar¬ 
ities or defects, all differ or are of untold variation. Again, as we 
all know, epidemics of pneumonia, or the endemic, sporadic sort, 
show more or less virulence or intensity of poison, depending upon 
causes, of which we know now, as heretofore, very little in an accu¬ 
rately scientific manner. 

Before I speak of problems in curative treatment, let me say a 
few words in regard to prevention of pneumonia. I do not wish to 
dwell on facts about which we are all pretty nearly agreed, namely, 
to avoid excesses, overfatigue, chill, bad air, etc., but upon some 
which later investigations of others and personal observations 
render valuable. 

We know to-day that the pneumococcus is found in the secretions 
of the throat and mouth of many healthy people and for long periods 
of time. One or more of the contributive causal conditions referred 
to may render these micro-organisms virulent or infective. Is it 
not specially indicated, therefore, to make use of antiseptic gargles 
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and mouth-washes frequently when we have reason to fear the 
possible beginning of pneumonia? This antiseptic mouth-wash, 
at such times, should have a slightly acid reaction, simply because 
we know that the pneumococcus does not thrive in an acid medium. 
Incidentally I should add that, on account of the deleterious action 
upon the teeth, I do not approve of a mouth-wash of acid reaction 
to be used habitually in a condition of normal health. 

With the first symptoms of chill, fever, pain in the side, cough, 
and expectoration, I believe beechwood creosote should be vaporized 
more or less continually in the patient’s room. I am confident there 
is no drug used in this way which has more preventive value in the 
treatment of pneumonia. Of course, I cannot prove to others that 
several times already by this means I have prevented in private 
practice, as I believe, what otherwise would have become pneu¬ 
monia. Whether it would have become croupous pneumonia or 
bronchopneumonia, I am not prepared to say except in a hesitating 
way, and with, it may be, a conviction tending toward the latter 
opinion. I wish it to be understood that I only give to creosote a 
very slight or moderate antiseptic power locally; but I know it is an 
anticatarrhal agent of great value directly and by elimination 
through the bronchial mucous membrane. Further, I am thor¬ 
oughly convinced it is the best way to give creosote so as to obtain 
its constitutional effects without disturbance of the stomach, and, 
as a rule, without injury to the kidneys. It is wise, of course, if 
creosote be used freely in inhalations, to examine the urine carefully 
and frequently for any appreciable amount of albumin. If this be 
present we should try to determine its cause—whether it be the 
result, of the pneumonia or of the action of the creosote, and act 
accordingly. 

Occasionally, creosote by inhalation used too freely gives head¬ 
ache to the patient or to the nurse. In this case it should be inter¬ 
mitted for a few hours, perhaps, and the room thoroughly ventilated. 
It is also my belief that creosote thus used prevents the taking of 
pneumonia by the nurses in attendance or by any near relative very 
constantly in the room. 

The degree of risk of contagion in the air is, of course, a ques¬ 
tionable matter, and for my part in the majority of instances I doubt 
the reality of it. In other exceptional instances and in certain epi¬ 
demics when the pneumococci are more abundant or more virulent, 
or both, than usual, the transport of the noxa of the disease through 
the air no doubt occurs, and may be best neutralized primarily by 
insisting upon having the vapors of creosote in the room. Of course, 
the sputa should be rigidly and systematically disinfected, and the 
lips and other parts of the face which have been soiled with them 
properly cleansed. So, also, must all soiled garments and bed¬ 
clothes be suitably disinfected upon removal, and after the recovery 
or death of the patient the furniture and room should be properly 
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fumigated, cleaned and ventilated, just as we should do in the 
case of any other possibly virulent contagious and infectious dis¬ 
ease. The sputa should never be allowed to become dry, but should 
be received in a convenient receptacle containing a solution of car¬ 
bolic acid or bichloride of mercury. If the pneumonia becomes 
developed I believe antiseptic mouth-washes and creosote inhala¬ 
tions should be continued throughout the acute stage of the disease, 
and, indeed, until the local consolidations have been resorbed. 

The necessity of a large well-ventilated room, with open fireplace 
if possible, of two well-trained, careful, judicious, and attentive 
nurses, of proper assimilable food (mainly milk), of a sufficient 
quantity of good drinking water, and of due attention to the emunc- 
tories, namely, the skin, bowels, and kidneys, is all-important, but 
need scarcely be insisted upon with my audience. 

Now we come to some points of judicious curative treatment of 
pneumonia which are very important, and about which also there 
may be very different judgments. Among the poor it is difficult, 
almost impossible, to treat pneumonia as it should be treated, because 
of the lack of proper surroundings and nursing, not to speak of 
food, drugs, and very good medical care. Under these circumstances 
is it proper to transport the patients to the hospital? In general, 
if the patient be seen at the beginning of the attack, I believe we 
should do so. Later, at the third, fourth, or fifth day of the disease, 
to my mind, it is often questionable. Once in the hospital bed such 
a patient will undoubtedly get better care than at home, and on 
this account has a better chance of recovery. 

On the other hand, when we consider the fatigue, the exposure, 
the unavoidable nervous upset incident to this change, it becomes 
a nice question to decide at times, and there is no absolute rule to 
lay down in advance. The patient and the doctor must decide. If 
the patient still be reasonable and not too critically ill he may go to 
the hospital if he desires, and the doctor may consent, if the hospital 
is not too far removed, an ambulance be had, proper stimulants 
be given before removal, the patient be thoroughly covered and 
the removal be conducted in a quiet, expeditious, and thoroughly 
efficient manner. If the room and surroundings be tolerable and 
the care of the patient be fair, although not of the best, proper 
duty to the patient must be decided upon and carried out, after 
careful and due consideration of everything involved in the indi¬ 
vidual instance. 

When the patient reaches the hospital should he be treated in 
the general ward? Not so, if it can be otherwise ordered. His 
chances of recovery are not so good as in a private room or in a 
small ward where there are only two or three other patients. The 
noise of the ward is objectionable; the light of the ward is also objec¬ 
tionable. Noise is unavoidable here; light can only be subdued by 
cutting off air in a measure; inhalations cannot be carried out as 
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well and as efficiently. I have tried andjknow of what I speak. 
So far as other patients are concerned, pneumonia patients should 
be isolated; not because all patients are infective or contagious to 
others, with proper care and precautions, but a few possibly or prob¬ 
ably are, and in time of a prevailing and increasing epidemic influ¬ 
ence this should be considered, and more than usual protective care 
to others should be insisted upon. Of course, I do not wish arbi¬ 
trarily to ignore the difficulty of doing this, especially if there be 
numerous pneumonia patients, as has been true during the past 
winter and even now. Nevertheless, the indications should not be 
lost sight of. On the contrary, they should be insisted upon, and 
as far as possible carried out. 

A word, now, in regard to the results of treatment in hospitals. 
Many times it is most unsatisfactory. Again, in certain seasons, 
we get a series of cases which do well almost invariably, and 
really with very little active treatment of any kind. In fact, a wise 
expectancy seems to be most judicious and to afford very good, per¬ 
haps the best, results. Why, indeed, should we expect good results 
from hospital treatment as a rule and when the cases of pneumonia 
are of a virulent type ? They are brought into the hospital usually 
at a time when the disease is well advanced (second, third, fourth, 
or fifth day), sometimes almost moribund, and we begin to give our 
stimulants or other remedies. Already the patient has had, in addi¬ 
tion to an acute and virulent disease, imperfectly and perhaps very 
ignorantly cared for at home for forty-eight hours or more, the risk 
of having gone through all the anxiety, fatigue, exposure, etc., of 
the transportation to the hospital. Further, we have often to do 
with poorly nourished and broken-down subjects prior to the attack 
—subjects, it may be, already of disease of heart or kidneys. 
Too frequently they are victims of alcoholism or some drug habit. 
Again, they are of all ages, and the very young and those of advanced 
years are of the number. Given all these conditions, how may 
we fairly compare results of treatment thus obtained with what we 
should obtain, with what we do obtain sometimes, many times, it 
may be, in private practice? 

There is one other thing to which I wish to direct careful atten¬ 
tion in this connection, and one far too often overlooked practically 
in the treatment or estimate of every virulent disease, and particu¬ 
larly when the poison is very intense in quality if not in quantity. 
The time of the treatment when begun is most important—essential 
and decisive at times in regard to the ultimate outcome of the dis¬ 
ease. By doing the right thing at the right time life may be saved; 
when there is delay in doing the right thing life may be lost. The 
analogy here which I would refer to is the use of antitoxin in toxic 
diphtheria. Made use of in the beginning in sufficient doses, the 
patient will probably recover; delayed in its use, or given in too 
small amount and not repeated, the patient may die. The patient 
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will surely die, sometimes even with the help of a most wonderful 
remedy. So I believe it to be in a measure with the treatment of 
acute lobar pneumonia. Put your patient to bed immediately on 
the advent of serious symptoms of the disease in a large, sunny, well- 
ventilated room, provide him immediately with the best nurses and 
good milk and water; begin immediately antiseptic inhalations, and 
use all our other curative means sensibly, judiciously, appropriately, 
and I believe many bad cases may be saved. But delay these pri¬ 
mary and efficient, though simple, means too long and the patient 
will often die. He will die because the poison of the disease has 
taken hold of him too strongly, in too large quantity, and before 
proper and suitable means have been employed to check or 
throttle it. 

Now, there are some cases of pneumonia, as there are some 
cases of diphtheria, enteric fever, scarlatina, smallpox, etc., which 
will almost inevitably die to-day, as always up to the present time, 
no matter what treatment is employed. And the proof of it lies in 
the record of medicine for one hundred years or more. Indeed, the 
virulency of some of these cases is such as to render them well- 
nigh hopeless, and they will remain so unless medical science gives 
us curative sera superior to any we now possess. We must also 
bear in mind here and ever that we shall have occasionally to do 
with what occurs both in hospital and private practice, namely, the 
complications of the primary disease, such as Bright’s disease, peri¬ 
carditis, meningitis. These diseases being present, the case must 
be managed rationally and in view of everything involved. Despite 
the best care and treatment, they add much to the gravity of the 
prognosis, and in some instances they make recovery almost impos¬ 
sible. 

One of the most important problems connected with the treat¬ 
ment of pneumonia is the safe and proper use of opium or its alka¬ 
loid, morphine. In the beginning, when the pain in the side is intense 
owing to the complicating pleurisy, it is occasionally indicated to 
give a hypodermic injection of morphine to allay or arrest suffering. 
I find little or no objection to the use of the drug in moderate dose 
at this time, provided the kidneys have not been diseased previously. 
When the pain is only moderate I prefer local applications as being 
frequently sufficient to diminish or stop the pain, and because they 
are useful doubtless in limiting local congestion of the lungs. Later 
in the disease (and up to the second, third, or fourth day), and despite 
the judgment of many good observers, notably Dr. Samuel Wilks, 
of Guy’s Hospital, who feels happy only when five grains of Dover’s 
powder are given every four hours in pneumonia, I prefer to abstain 
from its use except in the rarest instances. I do not believe the 
opiate'has any good effect upon the march of the pneumonic pro¬ 
cess; I do believe it is prone to lock up secretions which are already 
too much interfered with by the disease itself. Professor William 
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T. Gairdner notably has directed attention in the grave and advance 
forms of pneumonia to the great and immediate danger resulting 
from the use of an opiate. To dull the respiratory nervous centre at 
such a time, when nature is striving all she can to protect herself 
by increased frequency of breathing against inroads of a disease 
which prevents proper oxygenation of the blood, is to hasten the 
death of the patient or at least to diminish his chances of recovery. 
Dr. S. S. Burt has again directed attention to this subject, and in 
my judgment very wisely. Of course, distinctions should be made. 
If the patient be of middle life, with previous evidences of inter¬ 
stitial nephritis upon which a marked acute process is grafted, we 
must do without an opiate. 

In more than one instance, I fear, I have hastened death through 
ignorance in permitting its use. When the kidneys are acting well, 
with little or no albumin, casts, or blood present, if delirium or in¬ 
somnia are pronounced and threatening, and if other means have 
failed -to relieve, a small or moderate amount of morphine hypo¬ 
dermically is permissible. 

Personally, I have never believed in the cold bath, cold pack, or 
even cold applications locally in the treatment of pneumonia. Occa¬ 
sionally I might permit cold sponging if the fever were very high, 
but, as a rule, I much prefer the use of tepid or warm water for 
bathing purposes, to which a moderate proportion of alcohol is 
added. It seems to me that efforts to diminish fever per se in the 
treatment of pneumonia are scarcely ever a primary and essential 
object, because I do not believe, as a rule, that the muscular changes 
produced by increased temperature in its relatively short duration, 
although very high at times, can be very pronounced; and I believe 
the nervous shock caused by the toxin is better allayed with slight 
or moderate heat than with cold. 

For a somewhat analogous reason I am opposed to all large doses 
of quinine to abate pneumonia or to act as a pronounced antipy¬ 
retic during the course of pneumonia. On the other hand, I thor¬ 
oughly believe in moderate doses of quinine when well tolerated by 
the stomach, as a tonic, as a slight antipyretic, as a blood disinfec¬ 
tant, throughout the course of pneumonia. In large doses, while 
quinine does diminish temperature, it also decreases heart power 
and general strength, and, therefore, is prejudicial to the patient’s 
well-being. Be it added, however, that quinine as an antipyretic 
for those who wish to follow out this indication formally is far less 
dangerous in use than antifebrin, antipyrin, or even phenacetin. 

I am of the opinion that there is weighty evidence to prove that 
the solution of ammonia is a preparation, used moderately and con¬ 
tinuously in pneumonia, of considerable value. Its value is specially 
shown not as a stimulant—because in that particular I Believe 
alcohol, as whiskey or brandy, to be more desirable—but to keep 
the blood alkaline and fluid. In this disease, especially in the grave 
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forms and where there is extensive pulmonary consolidation, it is 
to my mind a very important matter. I have seen many patients in 
whom, before death and at the autopsy, I have been convinced that 
heart clot avoided would possibly or probably have meant a life 
saved. To no one as much as to Benjamin Ward Richardson is 
the honor due of great insistence upon this important fact, too 
much ignored to-day in medical writings and medical practice. 

Large doses of digitalis at any period of the disease are, as I believe 
prejudicial to the patient and can never do good. In the milder 
forms of the disease they are not even indicated from any point 
of view; in the graver forms and in middle adult life, particularly 
of most city men, arterial changes counterindicate its use, not 
to speak of possibly granular degeneration of cardiac muscular 
fibre. Frequently I have seen the pulse become rapidly very tense 
and more or less irregular under its use, and the heart action tumult¬ 
uous, irregular, and forced, as it were, uselessly and vainly. Minute 
continuous doses of digitalis, given before there are any symptoms of 
heart failure may prove useful in warding it off, and, when heart 
failure shows itself not discontinued but protected as to its action 
upon peripheral arteries, with a moderate amount of nitroglycerin, 
jvtt or Tiro grain given every two or three hours, I have found 
useful, I am confident. 

We must bear in mind always that digitalis is not the drug from 
which we should expect good effects very rapidly in the treatment of 
pneumonia. Its action, to be useful, must have time as an element, 
and if given in small doses its cumulative effects, by reason of slow 
elimination, do not become prejudicial. Apart from other consid¬ 
erations, digitalis in anything but small doses will often cause 
stomachal intolerance. So soon as there is evidence of pronounced 
cardiac weakness, digitalis, or, much better, good digitalin and 
strychnine, should be given hypodermically, and not by the mouth. 
Medication by the mouth in grave conditions in pneumonia is uncer¬ 
tain and unreliable, except for alcohol and possibly nitroglycerin, 
which do not derange the stomach, and hypodermically may cause 
considerable local irritation. 

In regard to strychnine, while I value it highly in the treatment 
of pneumonia, I am satisfied we have to-day often pushed its use 
to an extreme degree, and in more than one instance in which a ^- 5 - 
or even grain had been used hypodermically every two or three 
hours, I have cried a halt, because I was satisfied insomnia and 
delirium were being aggravated and the heart action not in reality 
stimulated by this overdose. I am inclined to believe that my friend 
Dr. R. G. Curtin has struck a warning note in this connection which 
the profession will do well to consider and be guided by. In more 
than one instance in the treatment of pneumonia, and where other 
heart stimulants had been of little or no avail, I am sure I have been 
of use and helped save life with the use of the best available prepa- 
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ration of coca. Given by the mouth or hypodermically, it has often 
been of service when I had almost given up hope. The reason, I 
believe, that this agent does not more frequently respond to our 
wishes is because the preparation employed is relatively inert. 
Many coca leaves, not to say the far greater majority, are dry and 
of poor quality when first gathered. Further, the wrong variety of 
leaf from which to obtain the tonic alkaloid of the plant is usually 
employed. Hence, much of the coca used, as wine or extract, con¬ 
tains a large percentage of cocaine, which I believe has little or no 
tonic properties, and does not contain the other derivatives most valu¬ 
able in cardiac exhaustion of pneumonia. Here is not the time or 
place to speak further on this topic. It is wisdom to give black 
coffee frequently in advanced cases of pneumonia with evidence of 
heart weakness or cardiac degeneration, whenever our coca is unre¬ 
liable, either by mouth or rectum. 

There can be little doubt that saline solution infused by the veins 
or by hypodermoclysis or by the rectum, after a moderate bleeding, 
has been useful in some instances. I must give a warning note as 
to using too much saline solution by the veins or too rapidly. I have 
seen death thus occasioned, as Tyson has also, presumably by dila¬ 
tation of the right heart. 

There is no doubt in my mind that oxygen given frequently from 
the time pneumonia shows marked gravity is extremely beneficial 
in many instances; but to be of real value it must be given freely 
and with unstinted hand, and not begun when death is near and 
already the patient almost moribund. As to a good preparation of 
oxygen causing notable bronchial irritation, as is sometimes stated, 
this I have rarely seen, if at all. 

There is a point to which I would refer in connection with treat¬ 
ment, because from its appreciation may proceed, I trust, some¬ 
thing of real value in prevention of imminent danger. Absence of 
leukocytosis in acute lobar pneumonia presages death, as hitherto 
observed. It behooves us, therefore, to have a careful, differential 
blood count made as soon as the disease is at all clearly defined; and 
no matter how limited locally the disease may be for a while, or how 
little threatening at first the symptoms, we cannot be too solicitous 
or too careful in such cases in our care and treatment. Several times 
death has followed rapidly, in my experience, and except for the 
known result of the blood count I should have been lulled into a 
false security. Later, also, we may obtain facts of great value from 
the differential count of the leukocytes, as we now do in appendi¬ 
citis. If in the beginning, for example, we discover the polynuclear 
neutrophiles in relative excess and the eosinophiles notably decreased 
or absent, may we conclude that these are, in reality, the very serious 
cases, “whether.associated with an increase of the total number of 
the leukocytes beyond the normal or not?” I must leave a positive 
answer for the while with my laboratory friends. 
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I am of the opinion that except in the beginning of a pneu¬ 
monia, and in specially rugged or full-blooded patients, venesection 
is not desirable, as a rule. To this there is one exception. In the 
first two or three days of the attack of acute lobar pneumonia where 
general oedema of the relatively healthy lung occurs, I have known 
life to be saved more than once by a prompt and sufficient venesec¬ 
tion (eight to twelve ounces as a mean). Later in the disease, while 
at times it might be indicated and performed, the result would rarely 
prove beneficial for more than a very brief period. I grant only 
two exceptions at an advanced stage. One is, where the right heart 
is distended and unable to cope with its fluid contents, and despite 
all judicious cardiac stimulation, the use of nitroglycerin, oxygen, 
etc. 

In these instances I have seen temporary good effects produced 
by a venesection, and occasionally, perhaps, a life saved. The dis¬ 
tention of right heart and jugulars, with great breathlessness, pallor, 
or almost lividity of lips, face, extremities, and even portions of the 
trunk, means beginning thrombosis, and reducing the bulk of blood 
will not save life unless we dilute it, and incidentally, perhaps, par¬ 
tially neutralize its contained toxins. Give, therefore, a moderate 
saline infusion after the venesection, with this hope, and also insist 
upon beginning immediately or continuing frequently the use of 
ammonia under form of the strong solution or the aromatic spirits. 

The other condition in which venesection may be and is occa¬ 
sionally useful is where the patient is suffering unquestionably and 
mainly from profound general toxaemia. It is then an indifferent 
matter, relatively, whether the pneumonia be in its initial stage or 
fully developed. In the latter stage of the disease, as in the former, 
I should usually consider it indicated to make a moderate infusion 
of saline solution by the veins, or give the solution by hypodermo- 
clysis, or by repeated enemas or irrigations, to dilute the poisons 
remaining in the blood. I insist, however, that the quantity of the 
venous infusion in these and all instances should be moderate and 
the infusion slowly made; otherwise the benefit derived from the 
venesection will be rapidly neutralized and the patient’s immediate 
condition rendered even worse than prior to the active interference. 
In one case that comes vividly to mind I felt satisfied that the exces¬ 
sive and too rapid infusion certainly hastened the fatal termination 
of the case. After the venesection the patient showed signs of re¬ 
turning consciousness, although just before in active delirium, and 
the pulse was decidedly stronger. A little later, after the venous 
saline infusion, unconsciousness returned, and the pulse lost strength 
perceptibly and rapidly until death supervened. 

There are good reasons at present to support my contention, par¬ 
ticularly in pneumonia. In this disease there is a notable retention 
of chlorides; hence we should not add much to these, especially 
where there is doubt as to the condition of the kidneys. If there be 
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marked epithelial changes in these organs, which as we know not 
infrequently exist in severe cases of lobar pneumonia, rapid oedema 
of the lungs may be effected, which shall prove to be the immediate 
cause of death, or of an oedema of the meninges or other serous 
membrane, which may cause a rapidly fatal termination of the case. 

The quantity of water may do harm. Whenever saline infusion 
is followed by marked diuresis we are apt to obtain good effects; but 
in other instances we find the contrary prevails and certain accidents 
occur. Some of these, due to a further retention of chlorides, I have 
already referred to. But we may have others, occasioned especially 
by the amount of the fluid itself, which are dilatation of the right 
heart, followed by cardiac failure; vascular distention in the lungs 
and, as a result, great dyspnoea, accompanied or not by pulmonary 
oedema, and uraemic symptoms of imminently grave import, the 
explanation of which is probably multiple. Suffice it to add that 
saline infusions, moderate in quantity and slowly made, are cardinal 
indications in my judgment, at present, whenever this treatment is 
seemingly called for in the treatment of lobar pneumonia. 

It may be that in certain instances it would be well even to sub¬ 
stitute the sulphate infusion for the chloride, in view of the injurious 
known results of the latter at times, and although the quantity in¬ 
fused is moderate. This problem is still sub judice. 

No doubt in the beginning of the attack of acute lobar pneumonia 
it is useful to prescribe a few grains of calomel to free the intestinal 
tract, thus lessening local congestion of the lungs and eliminating 
a certain amount of toxins. Aside from this it is claimed that a dose 
o f calomel, if sufficiently large and employed properly, may act as 
a local disinfectant of mouth and throat (Musser), and later, in 
like manner, in stomach and bowels. At an advanced stage of the 
disease we all know what extreme gravity is connected with great 
distention of the bowels, whether it acts mechanically by pressure 
upon heart and lungs, and thus prevents their functions being exer¬ 
cised, or by reason of great absorption of toxins from the bowels, 
increasing notably this source of peril to the patient. In either 
event we have often a paralytic condition which aids further dis¬ 
tention and is only too evident and threatening. When this condi¬ 
tion occurs we should first of all empty the bowels by a proper dose 
of some mercurial, preferably calomel or a gray powder or a saline 
aperient, and afterward give a pint or two of normal hot saline solu¬ 
tion as an injection, which may be repeated twice or more times in 
twenty-four hours. Not only is much decomposing and poisonous 
excreta thus carried off, but, in addition, through absorption, the 
toxins in the blood are diluted and rendered more bearable by the 
patient, and at the same time the heart action is strengthened and 
the renal secretion rendered more active. 

By some we know the kidneys are considered the most powerful 
emunctory of the economy in acute lobar pneumonia, and whenever 
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the urine diminishes notably in amount and there is great decrease 
in contained chlorides, the indication is to awaken their action and 
proper secretion as rapidly as possible. Saline irrigations or injec¬ 
tions, administration of salt in the food, supplies as far as may be 
at times two formal objects of treatment. When these fail we may 
give, by the mouth in proper form and dose, some intestinal anti¬ 
septic drug like betanaphthol, the salts of bismuth, creosote, char¬ 
coal, or a mineral acid, and obtain a good result. 

Upon such medication in like case, I confess, I place but small 
reliance, in view of the evidences in all organs and functions of the 
intense and very grave toxaemia of the pneumonic infection. 

A final word in regard to the use of alcohol in pneumonia. To 
my mind there can be little doubt that acute lobar pneumonia is one 
disease at least in which the use of alcohol is almost imperative at 
times if we wish to tide the patient over an imminent crisis. The 
frequency and amounts given at such times are governed almost 
solely by the urgency of the case and the apparent benefit derived. 
Under other conditions, especially with those unaccustomed to the 
use of alcohol when well, the amount given may be small or nil. 
With alcoholic subjects, of course, alcohol must be allowed freely, 
even though the disease may not be far advanced nor very threat¬ 
ening, except from our previous knowledge of how much such cases 
are always grave. As a matter of great practical importance, I 
would insist that the whiskey, brandy, or champagne which is taken 
by the patient should be the best or purest procurable. I am sure 
many cases of nausea or more pronounced stomachal intolerance, 
particularly in hospital treatment, are caused by cheap and bad 
spirits given to the patients. Can anything be worse than such 
symptoms at a time when the circulation needs all available extra 
stimulation ? And is it not deplorable to think that these are caused 
or aggravated frequently by meanness or ignorance which permits 
or upholds the purchase of liquors for the treatment of the ill, 
of a very inferior grade, and which, in my judgment, are often 
injurious rather than beneficial. 

In the treatment of no disease are frequently repeated visits from 
the physician, supported from the beginning with good nursing, 
more important than in that of pneumonia. In no disease, there¬ 
fore, is free and unstinted expenditure of money more serviceable. 
Attention to these requirements will be the means of saving many 
lives which otherwise would be surely lost. 

In conclusion, I wish again to emphasize what I regard as essen¬ 
tial propositions. These are: 

1. To begin judicious, rational treatment immediately and to 
continue it during the attack. 

2 . The most useful single agent in treatment, as preventive and 
curative, is creosote, used preferably as inhalations, properly given 
and continued for a sufficient length of time. 
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3. Strict avoidance of extremes of treatment in any direction, 
whether it be toward the use of so-called specifics or the employ¬ 
ment of certain drugs, notably digitalis and strychnine. 

4. It should be graven on our minds that pneumonia may be 
throttled or minimized most surely in the beginning. Later, when 
the disease is fully developed, our role is inferior, but should consist 
mainly in doing least harm. 

5. Harm proceeds almost invariably from ignorance or undue 
enthusiasm. 


CEREBRAL SKIAGRAPHY. 1 

By G. E. Pfahler, M.D., 

OF PHILADELPHIA, 

FORMERLY ASSISTANT CHIEF RESIDENT PHYSICIAN IN THE PHILADELPHIA HOSPITAL; ASSIST¬ 
ANT PHYSICIAN AND SKIAGRAPHER TO THE MEDICO-CHIRURGICAL HOSPITAL; 

LECTURER UPON MEDICAL TERMINOLOGY AND SYMPTOMATOLOGY AND 
DEMONSTRATOR OF PHYSICAL DIAGNOSIS IN THE MEDICO- 
CHIRURGICAL HOSPITAL. 

The Secretary has invited me to read a paper upon the above 
subject, and for this purpose I have selected 30 skiagraphs from a 
series of about 100 brain examinations, and have had lantern slides 
made for demonstration. The lantern slides, like the prints, do 
not show the detail that is found in the negative. 

Some of the examinations have been made upon the cadaver and 
some upon the living subject. 

I have omitted the clinical symptoms and observations. I have 
done this partly for the sake of brevity and partly because the his¬ 
tories have been or will be published elsewhere by the physicians 
in attendance. 

My first case was a woman, aged thirty-two years, in the Phila¬ 
delphia Hospital, in which Dr. Charles K. Mills had located a brain 
tumor by clinical symptoms and observations . 2 Through the kind¬ 
ness of Dr. Mills I was permitted to make an x-ray examination, 
with the idea of testing its value as a means of diagnosis. 

The site of the tumor was located clinically in the left parietal 
region, possibly invading the motor region, and extending to or 
compressing the posterior limb of the internal capsule and the optic 
radiations where they approach one another in the region of the 
basal ganglia. 

The left side of the head was therefore placed upon the plate, 
and the anode of the tube was placed directly opposite to the point 


1 Read before the annual meeting of the American RoentgenjRay Society, at St. Louis, 
September 8-13,1904. 

s Philadelphia Medical Journal, February 8,19Q?. 



